Dr O'Reilly's argument, 1 that community treatment orders (CTOs) work and psychiatric inmates prefer them, relies not only on picking from quantitative data that lacks rigour but also on generalizing from supportive qualitative data. In my graduate research, psychiatric workers reported alarming problems, such as refugee claimants under CTOs asking for deportation to avoid them, despite significant danger abroad. I interviewed several workers from ACT, legal, medical, housing, and peer organizations, as well as a psychiatrist who used CTOs, and it was reported that virtually all inmates greatly disliked the CTO, even if they accepted intervention in principle. Inmates saw CTOs as invasive (for example, family monitoring and police escorts), not "less restrictive" (they sometimes preferred hospitalization), not "coordinating services" (a significant purpose of signing CTOs), and imposing unwanted interventions (such as inmate relocation).
Despite such complaints, some clinicians say CTOs work because they legally enforce treatment compliance, which they assume reduces risk, making inmates more amenable to services such as housing. Positive outcomes in some CTO studies may be explained by coercion alone, or by negative neuroleptic tranquilizer effects like somnolence and docility. Findings of neuroleptic inefficacy, 1,2 akathisia, tardive diseases, and "rebound psychosis" (that is, withdrawal) 3 indicate the CTO enforces destructive tranquilization regardless of "treatment" outcomes, making it a chemical incarceration in vivo. 4 While CTOs "work," in the minds of some clinicians seeking to "calm" inmates, such measures understandably unsettle the minds of their "clients." However, to conclude that the latter lack insight, or that psychiatry's critics lack empathy, as O'Reilly does, merely invites them to respond in kind. 
Community Treatment Orders: An Essential Tool in the Face of Continuing Deinstitutionalization
Dear Editor: I read Mr Fabris's letter a couple of times; however, I remain puzzled by his use of the term "psychiatric inmates" or later simply "inmates" to refer to people on community treatment orders (CTOs). As the usage is repeated, it cannot be a mistake and I can only conclude it is hackneyed antipsychiatry rhetoric.
Fabris accuses me of citing evidence from research that "lacks rigour." Yet, he has no hesitation in reporting second-hand conversations alleging that refugee claimants ask to be deported in order to avoid being placed on a CTO.
Fabris goes on to note that antipsychotic drugs are sometimes ineffective and that they can have side effects. We can all agree on this. However, Fabris then extrapolates wildly to conclude that antipsychotic medication is "chemical incarceration" lacking any curative effect on psychotic symptoms. In doing so, he blithely ignores 50 years of rigorous scientific research that demonstrates that, for all their problems, antipsychotic medications are not only effective but often dramatically so. These drugs have freed individuals from the nightmare of unremitting psychosis and enabled millions of individuals to live productive lives in our communities rather than in institutions.
Alas, no matter how conclusive the evidence, the antipsychiatry lobby will never acknowledge that antipsychotic medications are effective or that legal mechanisms are necessary to ensure that seriously ill patients, who lack insight, take needed treatment.
Richard O'Reilly, MB, FRCPC London, Ontario
